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The purpose of this paper is to review nine 
cases of traumatic rupture of the kidney oc- 
curing in our urological practice during the 
past five years. The medical literature for the 
past decade has brought forth articles on the 
subject because of the apparent increase in 
the number of cases occuring throughout the 
country. 

The incidence of traumatic rupture of the 
kidney according to McNeil is from 0.04% 
to 0.25% of surgical admissions to the general 
hospitals. Young reports 25 cases of injuries 
to the kidneys among 62,000 surgical cases 
at Johns Hopkins Hospital. The present day 
mode of travel on highways and in the con- 
gested city streets is cited as the factor re- 
sponsible for the apparent increase. Three of 
the nine cases in our series were due to auto- 
mobile accidents, two were in high school foot- 
ball boys, two were due to falls from a tree, 
one from an industrial accident, one case was 
due to a calculus rupturing through the cortex 
of a kidney which had previously been operat- 
ed upon three times for the removal of stones. 

There are several classifications of rupture 
of the kidney, but for practical purposes the 
one of Prather seems adequate. 

1. Contusions. 

2. Subscapular Rupture. 

3. Laceration of Kidney Substance and 
Capsule. 

4. Severance of the Pedicle. 

5. Dislocations. 
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Any given case may fall into one or more 
of the groups. 


The sequence of events that occur to cause 
rupture of the kidney was first studied by 
Kuster in 1896. Experimental work with 
measured blows to the abdomen and flanks 
of animals and to the body of cadavers demon- 
strates it to be difficult to rupture a kidney in 
a relatively fresh cadaver while the kidneys 
of living animals rupture with a moderate 
amount of force applied externally. This is 
due to the fact that a live kidney is more or 
less constantly tense with fluid due to its 
enormous blood volume. The impulse that 
ruptures the kidney apparently originates at 
the hilum and extends posteriorly causing an 
explosion-like rupture or rent. The kidney is 
compressed against the spine and posterior 
abdominal wall, the maximum amount of pres- 
sure being at the hilum of the kidney, which 
forces the fluid content of the kidney towards 
the capsule. This also explains why primary 
rupture of the pelvis of the kidney is the 
‘unusual rather than the usual finding at opera- 
tion. However, it is occasionally encountered. 
The parenchyma of the kidney may rupture 
in any direction transversely or longitudinal- 
ly, but the preponderance of findings at opera- 
tion is the transverse type of tear. Others 
have reported, and we have found in two of 
our cases, a transverse tear of the kidney 
from the hilum anteriorly completely encirel- 
ing the kidney to the hilum posteriorly caus- 
ing a complete division of the kidney sub- 
stance in two parts. 
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Flexion of the kidney over the 12th rib is 
also given as a possible explanation of rupture 
in some cases. A kidney may be completely 
dislocated from its bed and forced downward 
posteriorly or it may rend the peritoneum and 
be found in the peritoneal cavity. There may 
also occur a complete severance of the kidney 
pedicle and ureter. One must bear in mind 
the possibility of dealing with a rupture of 
the kidney which is the former site of patho- 
logical change such as lithiasis, hydronephrosis, 
Rupture of a horseshoe kidney has also been 
reported, as well as rupture of an unilateral 
kidney with congenital abscess of one kidney. 
Four such cases have been reported, all of 
which terminated fatally. Fortunately only 
one of our cases had preceding renal pathology. 

The symptoms of rupture of the kidney in 
their sequence and relative importance are: 

Shock—Hematuria — Pain—Tumor forma- 
tion due to hemorrhage. 

The amount of shock is not always an in- 
dication as to the severity of the rupture. On 
the other hand, when one encounters profound 


shock, he may be reasonably sure that he is 
dealing with a serious injury with likely 
severance of the pedicle of the kidney, or else 
it is associated with or complicated by injury 


to other organs. Moderate shock which is 
characterized by nausea, vomiting, thirst, 
pallor, cold, clammy perspiration, general 
weakness, moderately rapid pulse, and sub- 
normal temperature is the usual occurence in 
uncomplicated cases of rupture of the kidney. 

Gross, well mixed hematuria in the first 
voiding is nearly always present. The amount 
of hematuria is in no way significant as to 
the amount of injury the kidney has sustain- 
ed. Slight injuries to the kidneys, such as con- 
cussions, or contusions, give findings of gross 
blood in the urine. However, after injury is 
sustained and one is suspicious of kidney in- 
volvement, the urine should be secured for 
immediate examination. If the patient is un- 
able to void, a catheterized specimen should be 
obtained. In the event of negative findings of 
blood, one should do repeated examinations 
on each voiding for several days until the pa- 
tient is well on the road to recovery, or the 
symptoms have lead to surgical intervention. 
When there is a large amount of bleeding 


down the ureter, the blood might coagulate in 
the bladder forming a massive amount of blood 
clots which will render voiding extremely dif- 
ficult or impossible. It is highly important in 
this type of case for the bladder to be cleansed 
of blood clots by evacuation. The absence of 
hematuria, when other findings suggest a 
damaged kidney, does not mean at all that the 
kidney has not received extensive and irrepar- 
able damage. There may be complete sever- 
ance of the ureter so that no blood clot will 
pass into the urinary bladder, or the pelvis of 
the kidney may be so filled with blood clots 
as to obstruct the ureter at the pelvo-ureteral 
junction. 

Pain is a constant finding in all cases of 
rupture. The amount of pain is in no way 
diagnostic as to the severity of the lesion or 
as to the indication for treatment. This is 
borne out by the unusual patient of Kerwin’s 
who was symptomless for ten days following 
complete traumatic division of the kidney. In 
all of our cases, pain in the lumbar region at 
the site of the injury associated: with muscular 
rigidity of the abdominal wall and an apparent 
spasticity of the diaphragm was present. All 
our patients asked for or welcomed sufficient 
doses of morphine to render them more com- 
fortable. 

Tumor formation is dependent upon the 
amount of hemorrhage present in the peri- 
nephritic space and the length of time that has 
elapsed between the time of the injury and 
the bimanual examination. Where there is 
rather extensive hemorrhage, one usually has 
no difficulty in eliciting tumefaction on the 
injured side by bimanual examination and pal- 
pation of the abdomen. There may be rather 
extensive hemorrhage without palpable tumor 
formation, the blood escaping either into the 
peritoneal cavity or down the psoas muscle 
into the iliac fossa. 

Diagnosis is made clinically by history of 
injury, symptoms of shock, pain, hematuria, 
tumor formation. The diagnosis of rupture of 
the kidney should be confirmed by urological 
studies. The first method of choice is by in- 
travenous urography. In the average case, the 
patient’s condition is such that this procedure 
can be carried out without added shock or 
producing further complications. The findings 
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after intravenous dye has been injected, with 
plates made five, fifteen, and forty-five 
minutes will usually show a diminished or 
retarded function in the injured kidney. It 
may, or may not, show evidence of urinary 
extravasation. We can be assured, however, 
that the injured person has a relatively normal, 
healthy, uninjured kidney that is sufficient to 
sustain life in the event surgical removal of the 
kidney becomes necessary. 

There is divided thought as to the indica- 
tions or contraindications for cystoscopic 
studies which include ureteral catheterization 
and retrograde pyelograms to an injured kid- 
ney. There are some who teach that the above 
procedures are always contraindicated. They 
give as their reasons the addition of shock and 
the danger of infection following such pro- 
cedures. When studies by intravenous uro- 
graphy show unmistakably and clearly that 
surgical intervention is justified or indicated, 
there is no reason to proceed with ureteral 
catherization and retrograde pyelogram. Where 
clinical evidence is indicative of severe injury 
and intravenous urography does not clearly 
demonstrate the necessity of surgical inter- 
vention, then, I am surely of the opinion that 
retrograde studies should be made. In one of 
our cases, we could not demonstrate by intra- 
venous urography that there was sufficient 
evidence to justify surgery. We postponed 
the operation and awaited further develop- 
ments. The indications for surgical interven- 
tion became more clear as time progressed. 
| unhesitatingly did a retrograde catheriza- 
tion and pyelogram which clearly demonstrat- 
ed rupture and extravasation. No hard, fast 
rule can or should be laid down in any given 
case. One should use his diagnostic armamen- 
tarium sufficiently to establish as nearly cor- 
rectly as possible the extent of the injury so 
as to proceed with the best method of treat- 
ment indicated in that particular case. 

Where the clinical findings are of a mild 
nature and one is reasonably sure that he is 
dealing with a simple concussion to the kidney, 
expectant treatment is the procedure of choice. 
The immediate treatment resolves itself into 
symptomatic care with the usual measures; 
morphine for the relief of pain, warmth as 
applied by external heat, fluid balance and 


transfusion. As to the indication for surgical 
approach to the injured kidney, there are some 
who advocate expectant treatment rather than 
surgery in the majority of cases. Squires states 
that 70% of all injuries to the kidney will cure 
themselves spontaneously without surgical in- 
terference. It is my opinion that in a ruptured 
kidney with hemorrhage and extravasation of 
urine surgery to the injured kidney is definite- 
ly indicated. Where one encounters severe 
laceration and pulping of the kidney substance 
with extensive hemorrhage, a nephrectomy 
should be done at once. Where lacerations to 
the kidney have occured, without great loss 
of blood, and the hemorrhage is readily con- 
trolled, repair of the laceration, either by mat- 
tress suture or with ribbon gut, is more con- 
servative. In some cases, where only rupture 
of the pelvis has occured, or where there is a 
simple laceration to the capsule, drainage may 
be the only procedure necessary. Adequate 
drainage should be established in all cases 
operated. In our small series of nine cases, 
we have operated upon eight, removed four 
kidneys, and repaired four. All but one case 
at this time are living. We have practiced in 
our cases conservative measures as to surgical 
repair where we thought practical. Of the four 
cases in which repair was done and the kidney 
left, one had symptoms referable to the kidney 
at intervals since his injury and operation. 
Where laceration of the kidney is encountered 
and repair seems the best and most justifiable 
procedure at the time of operation it may not 
at all have been the procedure of choice after 
one studies the case over a period of years. 
Any injury to the kidney which incurs lacera- 
tion whether operated upon or not is the prob- 
able site for later pathological development 
‘such as hydronephrosis, lithiasis, or chronic 
infection by virtue of the fact of abnormal 
rotation of the kidney due to its injury or by 
scar tissue formation with adhesions following 
normal repair, both non-surgical and surgical. 
These pathological complications may give 
rise to further systemic involvement such as 
arterial hypertension. One may be faced with 
the necessary removal of a kidney that has 
been injured several years prior to the develop- 
ment of the symptomalogy and findings of 
which the patient is complaining. I have re- 
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Kidney Operation 


M Left Nephrectomy 
M Left Repair 

M Right Nephrectomy 
M Left Nephrectomy 
M Right Nephrectomy 
M Left Repair 

M Left None 

M Left Repair 

M Left Repair and 


moved kidneys from patients who gave a 
definite history of injury associated with pain 
and hematuria, and had hospital treatment 
without surgery. 


DISCUSSION 


DR. RAVENEL: Dr. Wyman has covered the 
subject so completely that there is little to add. 

Nature is kind to us by providing protection for 
the vital organs and as in the case of the kidneys, 
duality. Mobility of the kidney is probably another 
reason why renal damage is comparatively rare in 
modern industrial and automobile accidents. 

There is no unanimity of opinion as to the proper 
management of these cases. 

In the past, radical surgery was the order. Now 
conservative surgery or a policy of watchfully wait- 
ing has replaced the old radicalism. The diagnosis 
is generally quite easy but by no means is the ques- 
tion of treatment so easy. Generally it is not neces- 
sary for an immediate decision. The shock in the 
severe cases requires your first attention. Absolute 
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stone removal 


Injury Result 


Fall from tree Cured 
Fall from tree Cured 
Football Cured 
Football Cured 
Industrial Cured 
(steam shovel) 

Auto accident Cured 
Auto accident Cured 
Auto accident Death 

(Pneumonia) 

Calculus—3 previous Cured 


operations—cough 


rest, morphine, blood transfusions, and consultation 
with an abdominal surgeon for possible damage to 
liver, spleen or intestine is our routine. In all cases 
except those where the renal pedicle is involved or 
the kidney has been exploded and fragmented, 
surgical repair or a more conservative approach 
with later operation if necessary will probably save 
more lives. This gives one an opportunity to try 
intravenous urograms and if this fails, then possibly 
the more questionable procedure of retrograde 
pyelography to determine the degree of extravasion, 
if any. As most of these kidneys lose only about 
50% of their function, it is quite worthwhile try- 
ing to repair and conserve the kidney. In a few 
cases a later nephrectomy may become necessary 
because of destruction by fibrosis and obstruction. 
The possibility of sarcomatous degeneration later 
has been pointed out but this must be extremely rare. 


Dr. Wyman has had an unusual number of the 
severe cases with mutilation of the kidney. He 


deserves great credit for his excellent surgical judg- 
ment and for his good results. 


DILLON COUNTY MEDICAL SOCIETY 
REPORT 


The November meeting of the Dillon County 
Medical Society was held on Tuseday, 
November 26, at 7:30 P. M. The Society was 
entertained at the home of Dr. and Mrs. L. 
Wade Temple in Lake View where a delight- 
ful dinner was served. Dr. Temple is the Vice 
President of the County Society. 


The speaker of the evening was Dr. J. Buren 
Sidbury, Pediatrician, of Wilmington, N. C., 
who addressed the Society on “Prophylaxis 
and Treatment of Acute Infectious Diseases 
in Children.” Dr. Sidbury is a Fellow of the 
American College of Physicians, a member of 
the American Pediatric Society and the Ameri- 
can Academy of Pediatrics. After the address 


the meeting was turned into a Round Table 
discussion on the subject. Dr. Sidbury was 
accompanied to Lake View by Dr. G. M. 
Koseruba, Resident in Medicine of the James 
Walker Memorial Hospital of Wilmington. 

Among distinguished guests present were Dr. 
H. M. Baker and Dr. T. C. Johnson of 
Lumberton, N. C.; Dr. H. S. Gilmore of 
Nichols; Dr. R. F. Elvington of Lake View; 
Dr. R. F. Darwin and Dr. W. C. Bissette both 
of Dillon. Members present were: Dr. Temple 
of Lake View; Dr. E. Bryan Michaux, Dr. 
D. M. Michaux, Dr. W. V. Branford, Dr. B. 
F. Hardy and Dr. J. H. Pearce all of Dillon; 
Dr. F. L. Carpenter and Dr. W. S. Bethea 
both of Latta. 

The December meeting was held at the 
Wheeler Hotel in Dillon. 


4 
Age Sex 
12 
28 
15 
16 
30 
39 
36 
42 
46 
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The Differentiation of the Common 


Crises in the Cerebral Circulation 


I have chosen this subject for discussion be- 
cause the cerebro-vascular crises and accidents 
which will be mentioned are incidents of 
everyday occurrence, are striking in their mani- 
festations and not infrequently give rise to 
much difficulty in diagnosis. Because some of 
them carry a very grave prognosis and others 
are much less serious in their implication, it 
becomes a matter of considerable practical im- 
portance to be able to differentiate with fair 
degree of certainty between them. 

The conditions which will be reviewed brief- 
ly include cerebro-vascular spasm, cerebral 
embolus, cerebral thrombosis, intra-cerebral 
hemorrhage and _ spontaneous subarachnoid 
hemorrhage. For purposes of completeness it 
would be well to mention also another group 
of cases of great clinical interest—the so-called 
“hypertensive cerebral crises.” These occur in 
patients suffering from high blood pressure 
with or without obvious renal disease and are 
not to be confused with true uremic mani- 
festations. The hypertensive crisis mentioned 
results from unusual exacerbation of the blood 
pressure. During the attack the patient com- 
plains of severe headache often associated with 
vomiting, drowsiness or even coma and oc- 
casionally convulsions. Papilledema is often 
noted in examination of the discs. The symp- 
toms of such a crisis develop suddenly and 
subside quite rapidly with relief of the ab- 
normally elevated blood pressure. Undoubted- 
ly cerebral edema is the important underlying 
cause of the symptoms which are commonly 
taken to presage a more serious cerebral vas- 
cular catastrophe; such a patient is commonly 
said to be “threatened with a stroke.” Such 
time honored measures as phlebotomy, drastic 
saline purgation and _ vasodilatation with 
nitrites have their place in the therapy of 
these episodes, whereas similar heroic measures 
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are more apt to do harm than good if em- 
ployed with the usual run of cerebro-vascular 
crises. 

Figures bearing on the relative frequency 
of the various types of cerebro-vascular crises 
differ widely depending on whether autopsy 
or clinical material is used. Merritt and Aring 
(1) have demonstrated this point very well 
in their study of 245 cases which came to 
necropsy and 604 cases which were observed 
carefully from a clinical standpoint. In the 
necropsy group 47 percent showed hemorrhage, 
43 percent thrombosis and 10 percent embolus. 
There were no cases of subarachnoid hemor- 
rhage. A striking difference is noted in the 
group which was seen clinically and did not 
come to autopsy; here only 21 percent were 
felt to have hemorrhage while 66 percent were 
classed as cerebral thrombosis, 5 percent cere- 
bral embolus and 8 percent subarachnoid 
hemorrhage. The reason for this discrepancy 
in figures is that more patients with throm- 
bosis recover while the more fatal cerebral 
hemorrhage cases come much oftener to 
autopsy and swell the percentage of that group 
until it exceeds the thrombosis group. Similar- 
ly the subarachnoid hemorrhage cases are rare- 
ly fatal, which adds to the relative preponder- 
ance of hemorrhage cases in the autopsy con- 
trolled groups. It is probably safe to conclude 
that in the general run of cases of cerebro- 
vascular accidents about 60 percent will be 
thromboses, about 30 percent will be hemor- 
rhages and the remaining 10 percent will be 
divided between emboli subarachnoid 
hemorrhages. 

Before entering into a differential descrip- 
tion of the various forms of cerebral crises, 
it would be well to consider certain anatomi- 
cal and physiological factors which have an 
important bearing on the maintenance of the 
cerebral circulation and consequently of cere- 
bral function. Quite probably the state of 
cerebral circulation at any given moment is 
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the result of the combination of influences re- 
sulting from vaso-motor control and systemic 
blood pressure. Add to these two the item of 
abnormalities in the vessel walls and we have 
the three fundamental factors whose inter- 
play produces the various crises under discus- 
sion. 

The abnormalities in the vessel walls which 
play important roles in production of these 
crises are arteriosclerosis and congenital 
aneurysms. Arteriosclerosis provides not only 
a fragile, brittle wall easily susceptible to rup- 
ture, but with its narrowing and tortuosity of 
the lumen of the vessel together with the 
roughening of the intima, it affords a point 
in the circulation where slowing of the blood 
stream would allow ready attachment for a 
thrombus. Congenital aneurysms occur fre- 
quently at the bifurcations of the large vessels 
at the base of the brain in conncetion with the 
circle of Willis. Although significant of no 
diseased condition, they do represent points of 
real weakness and frequently give way dur- 
ing periods of transient hypertension produc- 
ing the classical picture of subarachnoid hemor- 
rhage. (2) 

Fluctuations in systemic blood pressure un- 
doubtedly precipitate many of the emergencies 
in the circulation of the brain. The transient 
exacerbation of blood pressure in a hyperten- 
sive individual as the result of exercise or 
emotional states, or the increased strain on 
the cerebral vessels as the result of lifting, 
straining at stool, coughing or sneezing fre- 
quently proves too much for the weak spots 
in the wall of some vessel. Nor are all the 
dangers associated with hypertension ; transient 
hypotension, resulting in slowing of the blood 
flow through narrowed, tortuous, sclerotic 
vessels often provides the ideal combination 
of factors to result in thrombus formation. (3) 
Such transient periods of low blood pressure 
often follow prolonged bed rest, surgical opera- 
tions, especially when narcotics are used free- 
ly in the post-operative period, infections, 
especially influenza, and they sometimes result 
from excessive exertion or excessive emotion- 
al strain, factors which, in moderation, might 
even induce an elevation of pressure. 

The least serious, but, at the same time, 
probably the most dramatic of these crises in 
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cerebral circulation is the simple, uncompli- 
cated arterial spasm. Naturally confirmation 
of such phenomena is lacking because of the 
evanescent character of the attack and the 
impossibility of direct visualization of the 
arteries in the brain. Clinical evidence pointing 
to the existence of such transient attacks of 
vaso-constriction is overwhelming, as the fol- 
lowing case illustrates : 

A fifty-four year old white woman who had 
suffered from hypertension for a number of 
years and had had numerous fleeting attacks 
of numbness in the right arm was seen one 
morning about thirty minutes after she had 
suddenly developed weakness of the right side 
of the body. For some time before I reached 
her she had been unable to move the right leg 
or arm, could not swallow and was unable to 
speak intelligibly. All of these symptoms had 
disappeared completely by the time I examined 
her and I was about to leave the house when 
she made a peculiar sound and indicated that 
again she was unable to speak. Reexamination 
now showed complete flaccid paralysis of right 
arm and leg, deviation of tongue to the right 
and speech reduced to unintelligible mumbling. 
Within ten minutes she began to move her 
hand, then her leg, and during an interval of 
not more than two minutes, her speech return- 
ed to normal and full strength was restored 
in the muscles of the extremities. During the 
ensuing eighteen hours she had no less than 
ten such seizures, each following the same 
pattern beginning with thickness of speech 
and ending after about ten minutes with com- 
plete clearing of all motor weakness. The last 
attack never cleared—obviously the repeated 
spasms at the same point in the blood vessel 
had finally succeeded in affording lodgement 
for a thrombus. Her subsequent clinical course 
has been that of cerebral thrombosis with 
permanent weakness of the right side and per- 
sonality changes. 

Many patients with essential hypertension 
have sudden onset of muscular weakness, thick 
speech, inability to swallow, parasthesias of an 
extremity—all of which clear up as suddenly 
as they arise, There is considerable evidence to 
suggest that atheromatous changes in blood ves- 
sel walls render them unusually susceptible to 
vaso-motor stimuli. I have been impressed re- 
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veatedly by the similarity of the angiospastic 
phenomena in the coronary and cerebral circu- 
lation. The pain of angina pectoris is the clini- 
cal counterpart of transitory paresis and aphasia 
resulting from impaired circulation in localized 
areas in the brain. And, to pursue the analogy 
further, just as repeated attacks of angina 
pectoris frequently culminate in coronary 
thrombosis, so recurrent attacks of cerebral 
angiospasm are frequently forerunners of cere- 
bral thrombosis. 

The clinical manifestations of cerebral 
thrombosis are so varied that it is frequently 
difficult to be positive that one is dealing with 
a cerebral accident at all. Of course the major 
varieties characterized by gross paralysis are 
instantly recognizable as serious intracranial 
catastrophes and will be discussed in more de- 
tail in connection with their differentiation 
from cerebral hemorrhages. However, there 
are probably even more numerous instances 
of cerebral thrombosis which occur in the so- 
called silent areas of the brain and make their 
presence known in most unorthodox fashion. 
One common manifestation of such an accident 
is a temporary amnesia—the patient, without 
any warning, will express some confusion as 
to his whereabouts, will forget the events that 
have transpired in the preceding two or three 
hours and may never be able to recall them. 
Or there may be an attack of choking and 
strangling due to a sudden weakness of the 
muscles of deglutition but because of its transi- 
tory character no significance is attached to 
it. Attacks of “acute indigestion” often repre- 
sent focal lesions in the region of the nucleus 
of the vagus nerve sending a storm of im- 
pulses down into the abdominal viscera. Two 
salient points characterize such attacks; first, 


the suddenness of onset in contrast to other ~ 


illnesses with which it may be confused, and 
second, the rapid development of personality 
changes. Alvarez (5) summarized the problem 
succinctly in this one sentence: “A lifetime of 
perfect health may be terminated at a certain 
minute of a certain day.” After some trivial 
upset such as those just mentioned the patient 
may never seem quite the same. He often 
changes from a normally self-reliant individual 
of wide interests to a self-centered hypo- 
chondriac whose conversation revolves about 


a thousand and one complaints, both real and 
imaginary. He becomes depressed, emotionally 
unstable and filled with ominous forebodings. 
These lesser thromboses in the brain pose in- 
numerable problems in differential diagnosis 
since they may induce disturbed function in 
practically every anatomical system of the 
body. 

The major type of cerebral thrombosis, the 
type associated with gross paralysis of im- 
portant muscle groups, together with the cases 
of cerebral hemorrhage, comprise about 90 
percent of the cerebral vascular accidents which 
are seen on any hospital service. These two 
conditions have many common symptoms and 
signs making the problem of differential diag- 
nosis quite difficult. But since the immediate 
prognosis for life and the ultimate prognosis 
for return of function is quite different in 
the two lesions, it is necessary that such dif- 
ferentiation be made. 

In arriving at a decision whether the patient 
has a cerebral hemorrhage or cerebral throm- 
bosis, the following considerations have an 
important place: 

1. The age of the patient—the average age 
of the patient with cerebral hemorrhage is 
somewhat lower than that for patients with 
thrombosis ; whereas cerebral hemorrhages oc- 
cur quite frequently between the ages of 40 
and 50, cerebral thrombosis rarely appears as 
early. 


2. Modes of onset—severe headache, vomit- 
ing, immediate unconsciousness and convul- 
sions, one or all, frequently mark the onset 
of a cerebral hemorrhage and rarely character- 
ize the development of a cerebral thrombosis. 
We are all familiar with those patients whose 
vascular occlusion occurs so quietly that it 
fails to waken them during the night and they 
are only aware of the trouble when they at- 
tempt to get out of bed the next morning. 


3. Progression of symptoms—from the very 
nature of the underlying pathological process 
it is obvious that a thrombotic occlusion of a 
cerebral vessel produces its maximum symp- 
toms at the outset, while a hemorrhage will 
continue to involve new areas in the brain re- 
sulting in a gradual spread of symptoms in 
distant structures, one of which is the tempera- 
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ture regulating center resulting in rapid rise 
of fever. 

4. Blood pressure—is more frequently found 
elevated in cerebral hemorrhage than in throm- 
bosis. 

5. Abnormalities in breathing—the depth, 
rate, rhythm, and sound of breathing are much 
more frequently disturbed in cerebral hemor- 
rhage. 

6. Arteriosclerosis—is a much more uni- 
versal finding in cases of cerebral thrombosis. 

7. Abnormalities of the eyes — cerebral 
hemorrhage is usually the cause of (a) con- 
jugate deviation of the eyes, (b) unilateral 
dilatation of the pupils, or (c) fixation of 
the pupils. 

8. Stiffness of the neck and Kernig sign— 
is rarely found in cerebral thrombosis but is 
present in over half the cases of cerebral 
hemorrhage. 

9. Bilateral Babinski—occurs twice as fre- 
quently with hemorrhage as with thrombosis. 

10. Elevation of leukocyte count — above 
12,000 is the rule with hemorrhage and is rare 
with thrombosis. 

11. Bloody cerebro-spinal fluid —is never 
found in cerebral thrombosis but occurs in 
75 percent of the cases of cerebral hemorrhage. 
In the latter condition also are found high 
cerebro-spinal fluid pressures, whereas the 
thrombotic process has a much less pronounced 
effect on the intracranial hydrodynamics. 

12. Period of survival—the fact that a hemi- 
plegic individual survives to get out of bed 
is presumptive evidence that he had a throm- 
bosis rather than a hemorrhage. 

Having weighed the evidence and having 
decided which of the two conditions most prob- 
ably exists, it is now possible to advance some 
opinion as to the course the illness will pursue. 
If the lesion is a hemorrhage, there is the 
certain knowledge that a cerebral hemorrhage 
of any appreciable size is nearly always fatal. 
Death may occur within a few hours, never 
instantaneously ; but in 90 percent of the cases 
(6) the patient will succumb within two weeks. 
If unconsciousness persists over 24+ hours the 
prospects of survival are very bad and the 
prospects of recovery of function are nil (7). 
If the lesion is a thrombosis, the prospects of 
surviving the immediate attack are compara- 


tively good provided the patient is not in deep 
coma or showing serious disturbance of the 
respiratory center. And if there is some sign 
of returning function in the paralyzed ex- 
tremity during the first week, there is a good 
reason to hope for a fairly successful outcome 
as far as recovery of useful function is con- 
cerned. However, in advancing a favorable 
prognosis in the case of cerebral thrombosis, 
two factors should always be remembered; 
first, the great tendency for the vascular lesion 
to recur, and second, the almost invariable de- 
velopment of unpleasant personality changes. 
This last point is too little emphasized so per- 
haps I will be pardoned for making brief 
reference to it. 

Among the personality changes, probably 
the most commonly observed are in the emo- 
tional field; after a vascular catastrophe of 
this type the patient bursts into an embarrass- 
ing flood of tears at the sight of an old friend 
or the memory of some past event will call 
forth signs of poignant grief. The memory for 
recent events becomes seriously impaired re- 
sulting in endless repetitions of questions. 
Judgment vanishes, frequently with disastrous 
results to business. In general the mental ca- 
pacity of such patients is sharply circumscrib- 
ed, their interests are limited and their out- 
look on life is morose. Combined with this 
they exhibit such unpleasant traits as arbitrari- 
ness, fault finding, childishness and selfishness, 
making them most ungraceful recipients of the 
care of those who must look after them in their 
enfeebled mental condition. Occasionally we 
see a rare individual who comes through the 
trying experiences of a cerebral thrombosis 
with his personality unchanged but such a 
happy result would almost make one doubt 
the accuracy of his original diagnosis., At any 
rate I have always found it helpful to take the 
relatives aside and warn them what the future 
holds in store after the shock of the initial 
vascular accident is over. At such times the 
relatives are usually grateful that the life of 
the victim has been spared and they face the 
future with enthusiasm born of a desire to 
have the patient alive at whatever cost; later 
they frequently wonder if, after all, the quick- 
ly fatal cerebral hemorrhage is not the most 
merciful variety of serious vascular accident 


in the brain. Personally I am convinced of 
that fact. 

Some of you may recall that remarkable 
description of the struldbrugs in “Gullivers 
Travels,” those wholly unpleasant old men of 


the island of Luggnagg who “were not only. 


opinionated, peevish, covetous, morose, vain, 
talkative; but incapable of friendship, and 
dead to all natural affection. Envy and im- 
potent desires are their prevailing passions— 
they have no distinction of taste, but eat and 
drink whatever they can get, without relish 
or appetite. . . In talking, they forget the com- 
mon appelation of things and the names of 
persons, even those who are nearest friends 
and relations. For the same reason, they can 
never amuse themselves with reading, because 
their memory will not serve to carry them 
from the beginning of a sentence to the end; 
and by this defect they are deprived of the 
only entertainment whereof they might other- 
wise be capable.” Undoubtedly Jonathan Swift 
must have had intimate contact with an old 
apoplectic to be able to write that. 

It is quite easy to confuse the picture of 
cerebral embolus with that of cerebral hemor- 
rhage or thrombosis. The very sudden onset 
of apoplectic symptoms, often associated with 
coma, headaches, vomiting or convulsions, may 
simulate cerebral hemorrhage but more often 
the differentiation must be made between em- 
bolus and cerebral thrombosis. The deciding 
factor here is the discovery of some focus for 
the embolus. In the great majority of cases that 
focus is an obviously diseased heart; a heart 
which is the seat of active bacterial endo- 
carditis ; a heart with mitral stenosis and auri- 
cular fibrillation; or, a heart which has recent- 
ly had an infarct which might give attach- 
ment to a mural thrombus. The presence of 
fairly evident heart disease and the very sudden 
onset of symptoms usually leave no doubt 
as to the diagnosis. 

Spontaneous subarachnoid hemorrhage is 
the last of the common crises of the cerebral 
circulation which I want to discuss. I say 
common advisedly because in the last eight 
years I have seen some forty patients suffer- 
ing from this condition; during one two week 
period seven such patients were admitted to 
the medical service of the McLeod Infirmary. 
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Ordinarily this diagnosis is one of the easiest 
to make of all cerebro-vascular troubles and 
usually the opinion is quickly and definitely 
substantiated. The cardinal symptoms and 
signs of subarachnoid hemorrhage are these 
four: 

First: Sudden onset usually with violent 
occipital headache. 

Second: Immediate nausea or vomiting. 

Third: Stiff neck and positive Kernig sign. 

Fourth: Uniformly bloody or xanthochromic 
spinal fluid. Unlike the other vascular acci- 
dents about the brain, focal neurological symp- 
toms are usually lacking and when present 
usually involve one of the cranial nerves, com- 
monly the third, since these nerves course 
along the base of the brain where the site of 
bleeding is located in the majority of cases. 
Bloody or xanthochromic spinal fluid is, of 
course, not pathognomonic of this condition. 
A similar bloody fluid could be obtained if a 
large intra-cerebral hemorrhage should rupture 
into the ventricle or dissect outward to break 
into the subarachnoid space; and about 75 
percent of all intra-cerebral hemorrhages do 
that. The differentiation between the two con- 
ditions rests on the fact that intra-cerebral 
hemorrhages extensive enough to contaminate 
the subarachnoid space are always associated 
with coma and unmistakeable paralyses, both 
of which are extremely rare in subarachnoid 
hemorrhage. 

An interesting point to remember in this 
condition is that the urine often shows sugar 
for several days after the onset and it is quite 
possible to make a diagnosis of diabetic coma 
from the clinical picture. The following case 
illustrates this confusion: 

A sixty year old white man had been dis- 
covered slumped over the steering wheel of 
his automobile one morning, quite unconscious, 
and with evidence of vomiting. He had left 
home the night before and his failure to return 
as expected had created considerable alarm. 
He was taken to a hospital in a neighboring 
city and there the catheterized specimen of 
urine reduced Benedict’s solution sharply, 
whereupon blood sugar determination was 
done and a value of 285 milligrams percent 
obtained. A tentative diagnosis of diabetic coma 
was quite justifiably advanced by the attend- 


10 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ing physician who promptly began treatment 
with large doses of insulin and administered 
fluids parenterally. Within 24 hours the blood 
sugar had dropped to 100 milligrams percent, 
the sugar was no longer present in the urine; 
but the patient’s stupor and general condition 
were little changed from that at the time of 
his discovery. At this point the pronounced 
rigidity of his neck was noted. Consultation 
was asked in view of this development; spinal 
tap was done, very bloody fluid secured, men- 
tality cleared rapidly and the patient is now 
about and well. 

As a general thing, patients suffering from 
subarachnoid bleeding impress the examiner 
as being much less seriously ill than is the 
rule with other forms of intracranial bleeding 
which might give rise to bloody spinal fluid. 
Exception should be noted, however, in the 
case of elderly people. In them the initial blow 
sustained by the brain at the time of the first 
quick rise in intracranial pressure not infre- 
quently precipitates a prolonged somnolent 
state during which their existence is largely 
vegetative. For the most part, however, the 
picture of subarachnoid bleeding follows a 
pretty well established design which sets it 
apart from the usual run of cerebral vascular 
accidents on account of the severity of pain 
with retention of fairly normal mentality. In 
this group are found the majority of young 
persons who suffer from acute intracranial 
catastrophes. 

The desirability of fairly positive differentia- 
tion between the various types of cerebro-vas- 
cular crises has been mentioned at the beginn- 
ing of this discussion. There is much more than 
. purely academic interest involved. In the first 
place, there is the question of prognosis. In- 
stances of pure vascular spasm do not result 
fatally but they do suggest a pattern of events 
to come which may ultimately result in throm- 
bosis. Cerebral hemorrhage is a very fatal 
disease carrying an immediate mortality rate 
of somewhere around 90 percent. On the other 
hand cerebral thrombosis is a much less serious 
threat to life but does carry with it a very real 
menace to mental health. Cerebral embolus 
is another very fatal condition, not only from 
the standpoint of the damage to the central 
nervous system, but because it implies a serious 


underlying cardiac lesion and because it is 
only too often the precursor of embolic acci- 
<lents elsewhere in the systemic circulation that 
will require hazardous surgical intervention. 
The prognosis in subarachnoid hemorrhage, on 
the other hand, is relatively good. My ex- 
perience (8) has been that about 27 percent 
of these cases die and practically all the fatal 
cases can be spotted by the fact that they either 
show repeated hemorrhages before the signs 
of the first have cleared, or they are distinguish- 
ed by particularly violent onsets with uncon- 
sciousness, 

In the second place there is the question of 
treatment which must be modified to meet the 
requirements of the different situations en- 
countered. The angiospastic patient must re- 
duce the strain on his cerebral circulation; all 
possible irons must be taken out of the fire, 
responsibilities and worries brought down to 
a minimum, and frequent vacations arranged. 
The patient with hemorrhage or embolus is 
frightfully ill and will tax the ingenuity of 
his medical attendants to keep the spark of life 
burning by various heroic measures. The ex- 
tremely high mortality rate in this group just- 
fies taking unusual risks; it is not improbable 
that surgical interevention in these emergencies 
will play a much more important role in years 
to come than it has in the past (9). Cerebral 
thrombosis produces a condition characterized 
more by disability than by actual serious ill- 
ness. Efforts here should be directed to getting 
the patient out of bed as quickly as possible 
after the initial shock and then make him shift 
for himself in every conceivable way. In rather 
sharp contradistinction to the measures out- 
lined above, the therapy of subarachnoid 
hemorrhage has very positive and pathological- 
ly sound objectives, to reduce intracranial pres- 
sure and remove foreign matter (blood) by 
repeated spinal taps and, by enforcing rigid 
bed rest for six weeks, to promote complete 
healing of the rent in a superficial cerebral 
artery. 
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Congenital Megacolon, Report of a Case 
Treated by Sympathectomy 


F. E. Kreper, M. D., anp M. W. Beacu, M. D.,* CuHarveston, S. C. 


Congenital megacolon has become a well 
recognized clinical entity since Hirschsprung 
described the disorder in 1886. The chief 
symptoms are those of severe chronic con- 
stipation with marked abdominal enlargement 
in an infant or young child. Males predomi- 
nate over females in a ratio of 3.5 to 1. Dif- 
ficulty with bowel movements frequently 
reaches the point of complete intestinal ob- 
struction. Associated secondary manifestations 
include: flaring rib margins, thinning out of 
the abdominal wall with prominence of the 
superficial veins and diastasis recti, audible 
and visible peristalsis, symptoms of compres- 
sion of the thoracic viscera, edema of the lower 
extremities, malnutrition and underdevelop- 
ment. 

Medical treatment of megacolon has been 
largely symptomatic and palliative. Enemas 
are of some value, but cathartics and drugs 
stimulating peristalsis are relatively ineffec- 
tive. Some of the milder cases reach adult life. 
Early death from obstruction or intercurrent 
infection is the rule. Spinal anesthesia has 
been employed to relieve acute obstruction. 

Surgical treatment, up until ten years ago, 
was also unsatisfactory. The older operations 
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of colostomy, colectomy, or short-circuiting 
anastomoses carried a high mortality and now 
are of historic interest only. The modern 
operation of sympathectomy came about 
through the observation of Royle and his co- 
workers in Australia that improvement of 
bowel function occurred in children with 
spastic paraplegia after lumbar ganglionectomy. 
Numerous uniformly favorable reports have 
established sympathectomy as the treatment of 
choice in congenital megacolon of neurogenic 
origin. 

While an obstructive factor has been postu- 
lated in some cases, the majority seem to 
present an imbalance between sympathetic and 
parasympathetic stimuli. Removal of the in- 
hibiting sympathetic fibres allows peristalsis to 
procede. The usual site of sympathectomy has 
been the plexuses over the lower aorta and 


-sacral promontory. Removal of the left lum- 


bar chain is also done in some cases. 


CASE REPORT 


H. C., a colored male, three and a half years of 
age, was admitted to the pediatric ward of Roper 
Hospital on October 19, 1937, with symptoms of 
intestinal obstruction. The mother stated that the 
abdomen had been distended since birth. There had 
been persistent constipation and intermittent ob- 
stipation. No bowel movements had occurred for 
four days before admission. Vomiting had been 
present for two days and increase in the size of 
the abdomen for one day. Aside from retarded de- 
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velopment no further history was elicited of symp- 
toms contributory to the present illness. 

Examination showed an underdeveloped negro 
boy weighing 28 pounds, with marked abdominal 
enlargement. The skin over the abdomen was thin 
and shiny. The rib margins flared outward. Audible 
peristalsis was present. There was an umbilical 
hernia of moderate size. The percussion note was 
generally tympanitic except for some dullness in 
the left lower quadrant. The sphincter tone seemed 
normal. 

Radiograms after a barium enema revealed huge 
dilation of the entire colon with upward compression 
of the heart and lungs. Other laboratory tests, 
except for a hemoglobin of 57 percent, gave es- 
sentially normal findings. The stools were negative 
for parasites. 

The diagnosis of congenital megacolon, or 
Hirschsprung’s disease, was clear. While some re- 
sults were obtained by enemas, little improvement 
in bowel movements took place over a period of 
three weeks and the necessity for operation be- 
came evident. 

Under ether anesthesia a lower left rectus in- 
cision was made. The entire colon was greatly 
dilated measuring 10 cm. (4 inches) in diameter. 
The walls of the ascending and transverse colon 
were hypertrophied while that of the sigmoid seem- 
ed of normal thickness. The mesosigmoid was 
elongated. A small mesenteric attachment from the 
sigmoid to the anterior abdominal wall did not 
appear to cause any obstruction. The colon was 
packed with fecal material and had a sausage-like 
feel. The small intestine showed some gaseous dis- 
tention. The posterior peritoneum was incised and 
a band of tissue removed over the aorta from the 
origin of the inferior mesenteric artery down to 
2 cm. below the bifurcation. This tissue included 
the superior hypogastric plexus, the so-called 
presacral nerve. Further removal of nerve tissue 
around the first inch of the inferior mesenteric 
artery was then carried out. Although in addition 
excision of the lower left lumbar sympathetic chain 
would have given a more thorough denervation, 
this further procedure was too difficult technically 
because of the marked distention. Closure of the 
abdomen included repair of the umbilical hernia. 

The post-operative course was satisfactory. Spon- 
taneous bowel movements began on the fourth day 
and the distention gradually was relieved. The pa- 
tient was discharged on the twenty-second day with 
his wound healed. On subsequent visits to the out- 
patient clinic the child was found to remain in 
good health and the mother reported that daily 
bowel movements continued. 


The last examination on February 23, 1940, two 
and a half years after operation, showed the pa- 
tient to weigh 42 pounds and to be in good condi- 
tion. The lower portion of the abdomen was still 
somewhat protuberant, measuring 22 inches in cir 
cumference. On the other hand the ribs no longer 
flared nor were the heart and lungs compressed. 
Barium enema at this time showed the sigmoid 
still dilated while the remainder of the colon was 
of normal calibre. However, no attempt was made 
to balloon out the entire colon with a large amount 
of barium. Further check up has not been feasible. 


DISCUSSION 


The persistence of some enlargement of the 
colon has been reported although the func- 
tional results were good. The fact that the 
sigmoid remained dilated in our case suggest- 
ed that the denervation of this portion of the 
colon was incomplete. However, the child did 
so well that we did not feel justified at the 
time in performing a second major operation, 
a left lumbar sympathectomy. 

The amount of regeneration that may occur 
after sympathectomy in man is not well known. 
There is some recent evidence:that the nerves 
do regenerate to some extent. However no re- 
ports of recurrence of obstructive symptoms 
after sympathectomy for megacolon have ap- 
peared. Since the power of ejaculation is 
abolished by presacral neurectomy in the adult, 
it will be of interest to observe whether suf- 
ficient regeneration over a period of years wili 
cause this function to appear at maturity in 
these children. 

Among the many indications for sympath- 
ectomy congenital megacolon is one of the 
most definite. In a series of eighteen cases upon 
whom sympathetic interruption has been per- 
formed in the Roper Hospital during the past 
three years the result in this case was in the 
most satisfactory group. 


SUMMARY 


A case is reported of congenital megacolon 
in a young child. The symptoms of severe ob- 
struction were relieved by sympathectomy. 
Some enlargement of the abdomen persisted. 
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THE NATIONAL PHYSICIANS COMMITTEE 
CONTINUES ACTIVITY 


A recent bulletin from the National Physi- 
cians Committee points out the necessity for 
continuing strenuous activity for the purpose of 
combating the increasing tendency towards 
political control of medicine. The bulletin notes 
that during the recent presidential campaign, 
much was said to indicate that both candidates 
were heartily opposed to socialized medicine, 
but views with a certain amount of skepticism 
the permanence and sincerity of these cam- 
paign announcements. 

President Roosevelt said: “Neither the 
American people nor their government intend 
to socialize medical practice any more than 
they plan to socialize industry ;” Mr. Willkie 
stated: “There is no one to whom socialized 
medicine is more repugnant than it is to me.” 

The Committee emphasizes the necessity for 
maintaining a public opinion which will exact 
such statements from political representatives 
and urges the active and vigorous continua- 
tion of a campaign to inform the public of 
the “aims, methods and philosophy of Ameri- 
can Medicine.” 

The Management Committee of this organi- 


zation feels that under present conditions, the 
need for the activities of the National Physi- 
cians Committee is greater and more pressing 
than ever, and calls on the profession general- 
ly to do everything it can to keep up the cam- 
paign to stimulate public interest and to aid 
in the campaign for the general object by con- 
tributing funds and by securing every possible 
sort of support. 


COMMITTEE APPEALS FOR AID TO BRITISH 


Among the several national organizations 
interested in rendering aid to Britian, the Medi- 
cal and Surgical Supply Committee would 
seem to come closer to our own particular 
interests. Formed about six months ago, it 
has enlisted the assistance of many prominent 
physicians throughout the country, and has 
accumulated and forwarded to the medical 
centers of England a very large amount of 
such things as antitoxins, instruments, con- 
centrated foods, codliver oil, and other es- 
sentials. The Committee states that many large 
drug and supply houses have contributed 


generously to the support of the work. 
R. Barnwell Rhett of Charleston is a 


Dr. 
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member of the National Committee, and calls 
our attention to a special plea for operating 
sets and first-aid kits. While this plea was 
made as a Christmas appeal, the need is no 
less urgent now, and physicians sympathetic 
to the cause are asked to do whatever they can 
toward making the need known. A suggestion 
was made by the Committee that various 
clubs, lodges, etc., might be interested in pur- 
chasing an operating set at $200.00 or a first- 
aid kit at $70.00 as a contribution to the 
English cause. Several of the civic clubs in 
Charleston have already done so. 

Full information may be obtained from Dr. 
Rhett. All contributions, however small, of in- 
struments, old or new, drugs such as aspirin, 
iron, etc., vitamin concentrates, bandages, and 
anything useful in medical work will be wel- 
comed by the Committee. 


SCHOOL HEALTH EXAMINATIONS 

When the revelations of the results of ex- 
amination of men drafted for the once-great 
War indicated how numerous and how pre- 
ventable were the physical defects of young 
adults, interest in preventive and corrective 
medical activities in the schools was stimulated 
tremendously. Studies of various sorts led to 
the planning of several programs, most of 
which were too ambitious for practical appli- 
cation, and some of them perhaps beyond the 
legitimate scope of the school system. 

The American Academy of Pediatrics has 
been attempting to formulate a satisfactory 
type of program, facing the necessity for keep- 
ing on the middle ground between the cursory 
and the over-elaborate. Few school systems 
have the funds for carrying out the ideal type 
of medical work, and many delude themselves 
by considering that the rapid annual exami- 
nation of all their pupils constitutes a worth- 
while contribution to health. Fruitless com- 
parison of the pupils’ weight, with dubiously 
valuable tables, rapid glances at the vision 
chart, and the twirl of a tongue-depressor do 
not constitute a satisfactory examination and 
frequently the easier-going parent is lulled in- 
to false security by the knowledge that the 
child has had just such an inspection. 

The Academy feels that the discovery of cer- 
tain physical defects may be less important 


than the contribution which the school physi- 
cian might make along the line of investiga- 
tion of poor routine and poor home surround- 
ings and of the integration of health teaching 
with the whole school program. The teacher 
and the parent must be taught as well as the 
child, and the education of all of them in the 
knowledge of what constitutes adequate super- 
vision, and how it is procurable, would result 
in benefits to everybody concerned, including 
conscientious practitioners in all fields. 


THE SCIENTIFIC COMMITTEE CALLS FOR PAPERS 

On Monday evening, January 6th, a meet- 
ing was held in Greenville, for the purpose of 
making tentative plans for the meeting of the 
Association in April. 

The dates of the meeting are April 15th, 
16th and 17th and headquarters will be at the 
Poinsett Hotel. 

Dr. Frank Lahey of Boston is one of the in- 
vited guests. Several other prominent names 
have been proposed and steps are being taken 
to secure at once the promise of another special 
speaker. 

It was suggested that in addition to the usual 
arrangement of the meeting, a banquet be held 
on Wednesday evening before the Ball and 
that some prominent speaker be heard at that 
time. Some discussion of arrangement for the 
entertainment of the members of the Associa- 
tion and members of the Woman’s Auxiliary 
was also carried on. 

Dr. Jack Jervey of Greenville is Chairman 
of the Scientific Committee. The Committee 
has expressed a preference for papers of 
general interest, rather than for the presenta- - 
tion of symposia. It is desired that requests 
for places on the program be sent in as soon 
as possible, so that the Committee can draw up 
its final arrangement. 

Present at the meeting were: Drs. W. L. 
Pressly, President, Julian Price, Secretary, and 
J. 1. Waring, Editor. 

Members of the local Committee who at- 
tended were: Drs. C. C. Ariail, Brockman, 
White, Nachman, Tyler, Keitt Smith, Jack 
Jervey, Wilkinson, and Northrup. 

The Officers and Committee expect to have 
a large and attractive meeting, with ample in- 
struction and entertainment. 
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A NEW WAR JOURNAL 


The American Medical Association has just 
added another promising member to its 
flourishing family of medical journals. With 
military preparedness so much in the fore- 
ground, the medical phase is an extremely 
important part of the whole movement. The 
need is obvious for a journal which will con- 
solidate for ready reference scientific material 
applicable to war and its consequences. 


WAR MEDICINE is on the way and will 
appear bi-monthly. Physicians in all fields will 
find much of value in the articles which are 
scheduled to appear. The Division of Medi- 
cal Sciences of the National Research Council 
and the American Medical Association’s 
Council on Medical Preparedness will furnish 
material relating to the emergency. There is 
no doubt that this Journal will reach the same 
high standard which is set by other publica- 
tions of the National Association. 


OBSTETRICS AND GYNECOLOGY 


J. D. GUESS, M.D., 


GREENVILLE, S. C. 


THE CONTROL OF POST-PARTUM 
HEMORRHAGE 


That an ounce of prevention is worth a 
pound of cure is truly axiomatic in the case 
of post-partum bleeding. To avoid trauma to 
cervix and vaginal tract, to empty the uterus 
of all placental fragments and larger pieces of 
membranes, to avoid over-fatigue of the pa- 
tient and the uterine muscle and to limit the 
depth of anesthesia are measures that strong- 
ly tend to prevent post-partum bleeding. 

The nature of post-partum hemorrhage 
ranges from the continuous small trickle of 
blood to the dramatic and rapidly fatal gush. 
The one allows much time to ascertain its 
source and to employ measures to stop it, 
and yet it is frequently the cause of death, 
especially in already seriously anemic women, 
because its seriousness is underestimated or 
its presence is overlooked. The other requires 
quick thinking and almost as quick acting if 
the patient’s life is to be saved. During hemor- 
rhage a flabby relaxed uterus is prima facie 
evidence that the bleeding is coming from the 
placental site and calls for measures to bring 
about vigorous and sustained uterine contrac- 
tion. But the type of labor and delivery which 
frequently precedes a relaxation of the uterus 
at the end of the third stage is often such as to 


encourage lacerations of the cervix, rupture 
of the uterus and other serious trauma, and 
the sources of hemorrhage may be multiple. 
If strong contraction does not quickly control 
the bleeding such traumatism should be search- 
ed for. 


A frequent cause for repeated hemorrhages 
after the control of an initial one from the 
placental site is the formation and retention 
of intrauterine blood clots..These should be 
looked for and purposely expressed after 
initial bleeding. 

The retention of considerable portions of 
the placenta does not always give rise to im- 
mediate or early hemorrhage. But unless they 
are detached and soon expelled, they are most 
likely sooner or later to cause bleeding which 
may be dramatic and deadly. The inspection 
of the placenta after delivery should be more 
than cursory, and if the placenta does not 
appear to be intact, the interior of the uterus 
should be investigated at that time. It is safer 
to do so immediately after delivery than it is 
several hours or days later, for bleeding lowers 
resistance, bacterial invasion of the upper va- 
gina and the cervix takes place very rapidly, 
and traumatic dilatation of the cervix will be 
necessary then before the hand can be inserted 
into the uterus. 
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Intrauterine packing is not the quickest 
method of controlling uterine bleeding. Neither 
it is always effective in maintaining control 
once it has been established by other means. 
Its use under the best conditions carries with 
it some risk of infection. The pack must be 
placed skillfully and thoroughly, and _ the 
vagina should be snugly packed at the same 
time. When so used, it tends to control bleed- 
ing from traumatic wounds as well as from 
the placental site. 

A much more quickly effectual measure is 
to massage the uterine fundus as it is flexed 
forward. This is most effectively done be- 
tween an external hand and the closed fist 
which has been inserted into the vagina, ex- 
ternal and anterior to the cervix. 

A resourceful and busy obstetrician from a 
village in Mississippi used to love to tell of 
the hemorrhage he had controlled and the 
lives he had saved by injecting pituitary ex- 
tract into the uterine muscle by passing a 
long needle through the abdominal wall in the 
mid-line and shortly below the navel. 

Dr. E. W. Carpenter, many years ago stop- 
ped a serious post-partum hemorrhage by push- 
ing a large chunk of ice up into the uterus 
and leaving it there. The clanging of the gong 
on the passing wagon gave him the idea when 
he needed ideas most. 
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Pituitrin may be given intravenously and it 
acts strongly and within a few moments, but 
there is a certain amount of danger of shock 
from its use. Several of the preparations of 
ergonovine, such as_ ergotrate, basergen, 
ergoklonin may be given intravenously safely 
and they act as promptly as pituitary extract 
and the action is more prolonged. 


Once the hemorrhage is controlled the task 
is not completed. Having bled once, the pa- 
tient’s resources of blood are less, and a second 
hemorrhage would necessarily be more serious. 
Hence the uterus must be watched carefully 
and continuously until one is reasonably sure 
that the cause of the hemorrhage is operative 
no longer and that control is more than tem- 
porary. 

Finally, even though one is faithful in re- 
maining with his patient for the full obstetri- 
cian’s hour after expulsion of the placenta, 
sometimes the lochia becomes so free as to 
constitute true post-partum hemorrhage. In 
anticipation of this it is wise to leave with the 
patient a dose or two of a potent preparation 
of ergot, with the instruction that it may be 
given at any time the flow is thought to be too 
free. To do so saves nervous energy, emer- 


gency miles, needless blood loss and occasional- 
ly it saves a life. 


CHARLESTON COUNTY SOCIETY HOLDS 
ANNUAL MEETING 


The 15lst annual meeting and banquet of the 
Medical Society of South Carolina were held at the 
Fort Sumter hotel, December 17, 1940. 


Dr. Joseph H. Cannon and Dr. T. E. Bowers 
continue their two years terms as president and 
vice-president, respectively. Dr. Joseph I. Waring 
and Dr. W. Cyril O’Driscoll were reelected sec- 
retary-treasurer and librarian, respectively. 


Dr. George McF. Mood was elected a commis- 
sioner of the Roper Hospital. Dr. Wythe M. Rhett 
was elected to the board of censors and Dr. Robert 
S. Cathcart to the board of finance. Dr. Robert 
Wilson, Jr. was reelected delegate to the South 
Carolina Medical Association and the following 
were elected alternates: Dr. H. C. Robertson, Dr. 
Archie E. Baker, Dr. Robert B. Taft, Dr. F. Adel- 
bert Hoshall, Dr. F. E. Kredel and Dr. Gustave 
P. Richards. Dr. Francis G. Cain and Dr. I. Ripon 
Wilson were elected to honorary membership. 


Before the banquet the members and guests were 
served a punch presented by the former presidents. 
The banquet was followed by a number of in- 
formal talks, though there was no official speaker. 
Besides the members of the society, a large number 
of out-of-town guests attended the banquet. 


Announcements have been made of the Fifth 
Annual Meeting of the New Orleans Graduate 
Medical Assembly, which is to be held on March 
3rd through 6, 1941, just shortly after Mardi Gras. 

There will be , lectures, symposia, exhibits, 
luncheons, clinics, ‘smokers, and New Orleans it- 
self. Following the meeting a sixteen-day Carribean 
Cruise will be available. 


Announcement has been made that a new National 
Guard Medical unit will be organized in Columbia 
under the command of Captain R. W. Ball. The 
unit will comprise two officers and ten men and will 
be a part of the State’s new anti-aircraft outfit. 
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Pathological Conference, Medical College of the State 


of South Carolina 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


Oct. 25, 1940 
Case of Dr. G. P. Richards 


ABSTRACT NO. 422 (62229) 


Student G. W. Scurry, (presenting). 

History: A 29 year old negro laborer, admitted 
11-6-39 with chief complaints of pain in the left 
side of the chest and shortness of breath. Around 
April 1st. 1939 he noted the onset of night sweats 
which continued for about 2 months with no other 
symptoms. About Juuly Ist patient developed a 
cough productive of thick yellow sputum and ac- 
companied by fever. One month later he began to 
have pain in the left side of his chest which grew 
progressively worse and radiated into the left epi- 
gastrium. Occasional attacks of vomiting occurred 
associated with paroxysms of coughing. During the 
first part of September, 1939 he began to have short- 
ness of breath associated with increase of pain 
in his side which became so bad that he had to 
stop work 2 weeks later. No hemoptysis. Weight 
loss of about 20 Ibs. in six months. No history of 
contact with tuberculosis. 

Examiration revealed a very thin, small negro 
man, with T. 97.2, P. 95, R. 24, BP 110/70. Pupils 
normal. Slight conjunctivitis. Nose and ears nega- 
t've. Teeth poor and tongue coated, with moderate 
injection of pharynx. Tonsils atrophic. There was 
decreased movement of the right side of the chest 
and also of the left, but to a less marked degree. 
Dullness to percussion over lower 3 /4 of right lung 
with increased whispered voice sounds. Dry Post- 
tussic rales over middle of right lung anteriorly 
and posteriorly. Dullness anteriorly over central 
portion of left lung. No rales heard, but bronchial 
breathing present. Heart normal size except for in- 
crease in area of dullness in upper portion of left 
border. Rhythm regular. No murmurs. A: accentu- 
ated. Abdomen negative. Extremities neg. Reflexes 
physiological. 

Laboratory: 11-7-39 
Urinalysis—negative. 
Blood 11-6-39 
Hb. 14 gms. 

RBC 4,055,000 

WBC 7,100 

Polys 82% 

Remained essentially . 
the same throughout. 
Sed. rate 12-5-39: 35 mm. in 1 hr. 

Sputum: 11-18-39—Odorless, clear, yellowish white, 
Mucus 3 plus, elastic fibers 2 plus, pus 3 plus, epith. 
cells 2 plus. Numerous exams. neg. for tubercle 
bacilli. 


Pleural Fluid 12-7-39. 
Dark red, sp. gr. 1.022 
Smear resembles blood, 
Many RBC, polys. 76% 
Lymphs. 22%, Eosin. 
2%. 


Kolmer and Kline Neg. 

Cultures of sputum showed hemolyzing and non- 
hemolyzing strep. with occasional fusiform bacilli 
and _ spirochetes. 

Course: Low grade intermittent fever with eleva- 
tion of 102.5 three days before death. 300 c. c. of 
bloody fluid removed from right pleural cavity on 
12 7-39. Pain, cough and dyspnea continued. Pa- 
tient quite dyspneic and lapsed into coma before 
death on 12-19-39. 

Dr. Robert Wilson, Jr. (conducting): Mr. Hook, 
will you give us your analysis of this case? 

Student Hook: I believe all the findings are con- 
sistent with a diagnosis of carcinoma of the lung, 
even though the patient is only 29 years old. We 
usually find this condition in the age groups around 
50, but it is not unheard of in much younger in- 
dividuals. Shortness of breath, cough, pain in the 
chest and bloody pleural fluid certainly suggest a 
malignancy of the lung. The production of purulent 
sputum could be caused by secondary infection of 
necrotic tumor tissue and the fever and weight loss 
would result from the systemic reaction to such an 
infection. On the other hand I don’t think you can 
definitely rule out tuberculosis, but with as much 
destruction of lung tissue as there was apparently 
present, I think you would expect to find the tubercle 
bacillus in the sputum. The sedimentation rate is 
not of much help as it might be elevated in either 
condition. I think the bloody pleural fluid is due to 
malignant involvement of the pleura on that side 
and is of great diagnostic importance. I don’t be- 
lieve the organisms in the sputum are anything more 
than secondary invaders. 

Dr. Wilson: What other important chronic pul- 
monary conditions have to be considered in the 
differential diagnosis? 

Student Hook: Well, you have to consider my- 
cotic infections of the lung and lymphosarcoma of 
the mediastinum. The latter is rather unlikely as it 
is rare and many of the supposed cases finally turn 
out to be carcinoma of the lung. I think that lung 
abscess, bronchiectasis and an unresolved pneumonia 
also have to be considered. 

Dr. Wilson: How would you rule out a mycotic 
infection? 

Student Hook: I would do so by examination of 
thte sputum and since this patient had a quantity 
of sputum and there were 12 examination, I think 
this possibility is pretty well eliminated. 

Dr. Wilson: What about a lung abscess? 

Student Hook: I don’t believe he had an abscess 
in the true sense of the word although he undoubed- 
ly had some bronchial obstruction and infection. 
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Dr. Wilson: Would you expect to find any en- 
larged glands on superficial examination in carci- 
noma of the lung? 

Student Hook: The tracheo-bronchial glands 
would certainly be involved first and possibly supra- 
clavicular and axillary metastases might occur as 
a late manifestation. 

Dr. Wilson: Would you expect the patient to 
have any clubbing of the fingers? 

Student Hook: No, not necessarily. If this find- 
ing were present it would simply help substantiate 
the diagnosis of pulmonary pathology. 

Dr. Wilson: Mr. Fouche, do you have any other 
ideas? 

Student Fouche: I agree with Mr. Hook. As 
regards the diagnosis of tuberculosis, I feel that 
12 examinations of the sputum should have re- 
vealed tubercle bacilli if they were present, parti- 
cularly since the presence of elastic fibers indicate 
destruction of lung tissue. There are only a few 
other possibilities that might be mentioned. Sarcoma 
of the lung, which is so rare that I am not sure 
that it ever occurs. Hodgkin’s in the mediastinal 
nodes must also be included, and then of course 
secondary metastases to the lung may have come 
from practically anywhere. 

Dr. Wilson: Yes, that’s true. What are the most 
common sites of primary tumors which metastasize 
to the lungs? 

Student Fouche: Tumors of the prostate, bones 
and stomach are those that I recall at present. 

Dr. Wilson: How would you differentiate be- 
tween a primary and secondary malignancy of the 
lung? 

Student Fouche: I would first of all carefully 
search for and attempt to rule out any other pos- 
sible malignancy. I also through that secondary 
lesions were usually quiet affairs and did not give 
such marked symptoms. 

Dr. Wilson: What other examinations would you 
like to have? 

Student Fouche: A rectal examination and X-ray 
of the chest. 

Dr. Wilson: Do you think you can tell primary 
and secondary malignancies from X-ray? 

Student Fouche: I couldn't. 

Dr. Wilson: Well, perhaps Dr. Kalayjian can. 


Dr. Kalayjian: (Demonstrating X-rays) — Un- 
fortunately, I cannot be as definite about the diag- 
nosis as these young men. It is also unfortunate 
that we didn’t have a complete clinical story when 
the patient was sent to our department. The pa- 
tient was sent to us with a diagnosis of tuberculosis. 
We didn’t think he had tuberculosis, but some other 
type of chronic pulmonary infection, possibly my- 
cotic, with a pleural effusion on the right. It is 
important to remember that in primary carcinoma 
of the lung one must expect to find almost anything 
in the chest. The picture here is certainly nothing 
like metastatic carcinoma. 


Dr. Wilson: Mr. Hook, do you have anything 
else to say? 

Student Hook: I don’t think the roentgenographs 
look at all like secondary lesions and believe that 
pain and considerable sputum are unlikely symptoms 
in metastatic lesions. 

Dr. Wilson: What are the locations of malignant 
tumors in the body that not infrequently give rise 
to metastases to the lungs? 

Student Hook: I can’t think of any others beside 
the ones, Mr. Fouche mentioned except carcinoma 
of the breast which is not likely in this case. 

Dr. Wilson: What about carcinoma of stomach? 

Student Hook: I was under the impression that 
it most frequently spread to the liver. 

Dr. Wilson: Mr. Banov, do you think a simple 
malignant tumor of the lung can explain all the 
conditions here? 

Student Banov: Yes, I think so and I concur in 
this diagnosis. In one reported series there were 9 
cases between the ages of 21 and 30, so it is not 
an impossibility. I think the bilateral involvement 
makes a lung abscess unlikely, although I believe 
some infection is present such as is prone to occur 
in degenerating tumor tissue. 

Dr. Wilson: I have seen a case in which tubercle 
bacilli were eventually found on the 36th examina- 
tion, but agree that 12 examinations are usually 
enough. I think the bloody pleural fluid is the most 
important finding in this case and that a chest tap 
should have been performed sooner. 

Dr. Kalayjian: I am disappointed that none of 
the students mentioned teratoma of the testicle and 
hypernephroma of the kidney as two of the most 
common malignancies that metastasize to the lungs. 

Dr. Parker: It amazes me that everyone so 
glibly diagnoses carcinoma of the lung. Night 
sweats are certainly not the usual initial symptoms 
in this disease. Carcinoma close to the periphery 
of the lung might of course account for the delay 
in development of the cough and other obstructive 
symptoms. 

Dr. Lynch (demonstrating lung specimens): It is 
carcinoma of the lung, but is rather difficult to 
demonstrate here and now. There was no intra- 
bronchial tumor found, but it is a type of bronchial 
carcinoma. One interesting thing is the multiple 
miliary seeding of both lung fields with tumor tissue. 
Invasion of the blood vessels by the tumor was a 
conspicuous finding with resultant thrombosis in 
large and small vessels. The invasion was very 
prolific and the shadow in the left lung was due 
chiefly to an infarct. There were, in addition, 
multiple infarcts in the kidneys and spleen, but 
particularly in the brain. Numerous small areas 
of softening and petechial hemorrhages were present 
in the brain, one vessel being plugged by tumor 
cells. 

I don’t think he died of infection, which often 
kills in carcinoma, but from thrombosis, embolism 
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and infarction and the resultant cerebral injury, 
illustrating that there is scarcely anything that a 
malignancy cannot do in any particular case. 

There was axillary node involvement, perhaps 


from the spread of carcinoma along fibrous ad- 
hesions. I would also like to add carcinoma of the 
liver to the list of malignancies that frequently 
metastasize to the lungs. 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


LAURENS COUNTY MEDICAL AUXILIARY 

The Auxiliary to the Laurens County Medical 
Society held its November meeting at the home of 
Mrs. H. R. Perkins. The President, Mrs. D. O. 
Rhame, Jr., of Clinton, presented the speaker for 
the afternoon, Mrs. Jennie E. Bolin, tri-county 
tuberculosis nurse, who spoke to the group regard- 
ing the extensive work being accomplished by the 
corps of workers in the Tuberculosis Division of 
the County Health Department. Her report was 
both interesting and instructive and her enthusiasm 
enlisted the members in a more active phase of the 
work of her department. 

The minutes of the preceding meeting were read 
by the secretary, Mrs. Perkins. The discussion of 
old business included a final report of the sale of 
rose bushes and the addition to the treasury of the 
commission check derived from this sale sponsored 
by Mrs. John Garrett Hart of Laurens, as Chair- 
man. New business included a discussion of plans 
for a bridge tournament held on December 6 in 
Laurens. Mrs. George Blalock of Clinton was 
general chairman of the tournament and Mrs. Jesse 
Teague and Mrs. J. F. Dusenberry, reservation 
chairmen. The money realized from the tourna- 
ment was used for the Jane Todd Crawford 
Memorial Fund and for the Laurens County Tubercu- 
losis Association. 

After the business the hostess, assisted by Mrs. 
H. M. Rutledge and Mrs. R. H. Parks of Cross Hill 
served tempting refreshments. 


ABBEVILLE COUNTY MEDICAL AUXILIARY 

The Abbeville Unit of the Woman’s Auxiliary 
met December 10, 1940, with Mrs. J. V. Tate at 
Calhoun Falls. 

There were six members present. Mrs. J. W. 
Parker read a message from Mrs. Holcomb, Presi- 
dent of the Auxiliary to the American Medical As- 
sociation and Mrs. D. L. Bryson read a paper on 
Public Relations. During the business meeting it 
was decided that each member adopt some needy 
family and do something for them at Christmas. 

Mrs. W. L. Pressly reported that the Jane Todd 
Crawford Memorial bed had been ordered and 
would be placed in the Abbeville Hospital upon its 
arrival. 

Mrs. Tate served a delicious salad course with 
coffee from a beautifully appointed table using 

Christmas decorations. 


The meeting adjourned to meet with Mrs. J. R. 
Power in March 1941. 


Mrs. J. R. Power, Secretary. 


PICKENS COUNTY MEDICAL AUXILIARY 
On Friday, December 13, the Pickens County 
Medical Auxiliary met at the home of Mrs. J. W. 
Potts, Easley. The home was beautifully decorated 
with Christmas greens and a table was used in the 
dining room to receive the Christmas donations 
from the members for needy families in Six Mile. 
This is an annual custom which is rotated yearly 
between Pickens, Liberty, Six Mile and Easley. 

The meeting was opened by the President, Mrs. 
P. E. Swords, Liberty, with ten of the fourteen 
members answering to roll call. Mrs. J. C. Pepper 
led the devotional, reading from Luke 2 through 
verse 14 and also told of “The Greatest Man who 
ever lived.” This was followed by prayer. 

Reports were heard from committees and a “pantry 
sale” was planned for the January meeting for the 
Jane Todd Crawford Memorial bed. 

Mrs. N. C. Brackett had charge of the program 
and introduced Mrs. J. L. Valley and Mrs. Byrd 
Lewis, who gave readings by the Editor of Good 
Housekeeping entitled “Why Should We Celebrate 
Christmas in 1940,” and “Christmas 1940.” Mrs. 
Brackett gave “We have seen His Star and are 
Come.” 

After reciting the Club Woman's Creed the meet- 
ing adjourned and Mrs. Potts served a beautiful 
Christmas plate to her guests. Mrs. C. W. Mc- 
Kittrick was a visitor. 

Ruth deS. Furman, 
Publicity Chairman. 


GREENVILLE COUNTY MEDICAL 
AUXILIARY 

On December 9, Dr. Frank Howard Richardson 
of Black Mountain, N. C., pediatrician and author 
addressed members of the Medical Auxiliary at the 
home of Mrs. R. M. Pollitzer on Hillcrest Drive. 
Miss Miriam Sanders gave a group of musical 
numbers. 

The Président and one member from each 
federated club in the City were invited to be guests 
of the Auxiliary at this meeting. Assisting Mrs. 
Pollitzer were Mesdames A. C. Watson, I. S. Barks- 
dale, W. H. Powe, O. E. Horger, Jr., and R. M. 
Dacus, Jr. 
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NEWS ITEMS 


DR. JOHN STANLEY FATALLY 
INJURED IN WRECK 


Dr. John G. Stanley, sixty-five, of Marion, 
was injured near Loris early January 6th, 
when the car in which he was riding collided 
with a truck. Dr. Stanley was taken to the 
Marion hospital and died shortly afterwards. 


The Medical History Club of Charleston held its 
December meeting at the residence of Dr. John 
Townsend. A paper on Edward Jenner was pre- 
sented by Dr. James O’Hear, who brought out some 
of the lesser known sides of the discoverer of vac- 
cination. 


Dr. J. Y. O’Daniel who has been director of the 
Marlboro county health department for the last 
five years, has filed his resignation. He will enter 
private practice in Ellijay, Ga. 


The Southern Medical Association has voted to 
hold its annual fall meeting in St. Louis in 1941. 


The Esdorn Hospital at Walterboro has recently 
received a gift of $1,000 from the estate of Franklyn 
L. Hutton. The money is to be applied toward the 
additions planned for the hospital. 


WILLIAM WALLACE ANDERSON 


In an article in the Bulletin of the History of 
Medicine (Vol. 8, November, 1940-1301) Dr. Edgar 
Hume describes among the “Ornithologists of the 
United States Army Medical Corps,” Wr. William 
Wallace Anderson, born in 1824, at Statesburg, and 
a graduate in medicine at the University of Penn- 
sylvania. Working in the Pacific Railroad Surveys, 
he observed and collected many specimens of birds. 
Later, he became a surgeon in the Confederate 
Army, and eventually returned to an active life of 
practice in his old home in South Carolina. 


Dr. William Austin Tripp, well known 
physician, died at his home in Anderson 
County, six o’clock, Saturday morning, Decem- 
ber 21, age 74 years. He finished Emory Uni- 
versity, Atlanta, Georgia, in 1892 and had 
practiced in Anderson County since that time. 
In 1914 he was elected member of the Board 
of Trustees of the South Carolina Medical 
College, Charleston, S. C., and served on the 


Board until his death. For the last ten years 
he was Chairman of the Board. Dr. Tripp was 
interested not only in his profession but in 
every phase that was for the upbuilding of 
the county and state. He was a member of the 
first Highway Commission of Anderson County 
and also served on the Anderson County Selec- 
tive Service Board during the World War and 
performed a great service to his county in 
that capacity. 

He is survived by his widow and the follow- 
ing sons; Dr. C. M. Tripp; J. Robert Tripp; 
T. A. Tripp; Ralph Tripp; Harry Tripp; Bill 
Tripp; Jack Tripp and Peieulau Tripp; one 
sister, Mrs. H. B. Smith. Funeral services 
were held Sunday afternoon, December 22, 
at three o’clock at the home with interment in 
the family plot in the Fairview Methodist 
Church Cemetery. 


Beginning this month the American Medical 
Association will publish a new periodical en- 
titled “War Medicine” as a part of its con- 
tribution to the preparedness program. The 
editorial board of the publication will be the 
Committee on Information of the Division of 
Medical Sciences of the National Research 
Council. The official reports of the American 
Medical Association Committee on Medical 
Preparedness will appear in the new periodical 
as well as special considerations that are given 
to economic and social problems of the medical 
profession in relationship to the emergency. 
The new publication will appear as a bi-month- 
ly magazine. The Board of Trustees of the 
A. M, A. which. has authorized its publication 
has established a price of $5 annually for the 
subscription. 


Dr. Jennings Cleckley opened offices in 
Bamberg, S. C., January 4, to begin the practice 
of medicine. Dr. Cleckley is a native South 
Carolinian and graduated from the South Caro- 
lina Medical College at Charleston almost two 


WANTED: Two extra good small towns 
with country practice for young doctors. 
Call or write Dr. C, A. Pinner, Peake, S. C. 
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years ago. Since then he served his internship 
in the Charity Hospital in New Orleans and 
from September, 1940 to January 4, 1941, 
was a Resident Physician in the Tri-County 
Hospital located in Orangeburg. He is the 
son of Mrs. Mary Cope Cleckley and the late 
Dr. J. J. Cleckley, whose life was given in 
line of duty during the influenza epidemic 
in 1918. 


Dr. and Mrs. Arthur P. McElroy and family 
of Union motored down to Miami, Florida 
during the Christmas holidays. Dr. McElroy 
and daughter, Miss Agnes McElroy, went on 
to Cuba for a few more days of travel return- 
ing to Miami to join the family for the motor 
trip back to Union. 


Dr. and Mrs. J. T. Davis of Walhalla are 
receiving the congratulations of friends on 
the birth of a son, Michael Knight, on Satur- 
day, January 3, at St. Francis Hospital in 
Greenville. 


Dr. J. Warren White of Greenville has 
been appointed Councilor from South Carolina 
to the Southern Medical Association. Dr. 
White succeeds Dr. Kenneth M. Lynch whose 
term of office expired during the meeting of 
the Southern Medical Association held in 
Louisville, Kentucky, November 10-14, 1940. 


Dr. O. B. Mayer of Columbia was elected 
Chief of the Staff of Providence Hospital 
recently. Dr. R. B. Durham was elected Vice 
Chief and Dr. R. B. Josey, Secretary. Dr. 
Tom Pitts; Dr. F. E. Zemp and Dr. William 
Weston, Jr. are the Staff Committee. 


Dr. James McBrearty and Dr. Jack Parker 
both of Greenville attended the Sugar Bowl 
game held in New Orleans recently. 


The friends of Miss Sybil Lee of Lancaster 
and Columbia and Dr. Paul Eugene Payne 
of Columbia will be interested in hearing of 
their marriage on January 1. The ceremony 
was performed at the home of the bride’s 
sister, Mrs. T. Olin Monts of Columbia in 
the presence of relatives and a few friends of 
the couple by Rev. S. K. Phillips, pastor of 
Arsenal Hill Presbyterian Church. After a 
wedding trip to Florida and Cuba, Dr. and 


Mrs. Payne are at home at 1421 Fairview 
Drive, Columbia. 


According to latest information the follow- 
ing doctors, officers and members of the Medi- 
cal Reserve Corps, have been called to active 
duty: Maj. I. Schayer, Columbia; Lt. Robt. H. 
Crow, Cowpens; Capt. E. Finger, Marion; 
Lt. Y. M. Hyer, Chester; Lt. Daniel L. Smith, 
Jr., Spartanburg; Lt. Thaddeus A. Timmons, 
Pamplico; Lt. John K. Walsh, Florence; Maj. 
Harry F. Wilson, Columbia; Capt. W. W. 
Ball, Columbia. 


Dr. Alfred F. Burnside, retiring President, 
entertained the members of the Columbia 
Medical Society at a smoker and buffet dinner 
December 9, 1940, preceding the annual meet- 
ing for the election of officers. It was a 
splendid innovation and reported to be a most 
enjovable occasion. 


MEETING OF KERSHAW COUNTY 
SOCIETY 


Regular meeting of the Kershaw County 
Medical Society at Gus Wards’ at 8:00 P. M., 
Nov. 13, 1940. Host: Dr. A. W. Humphries. 

A motion was made by Dr. Brailsford and 
passed by those present that the Corresponding 
Secretary forward some of the minutes of our 
Society meeting to the Southern Medical 
Journal. 

Dr. Blackmon made a motion that the F. 
S. A. terminate with the year 1940. This was 
seconded and passed. 

Dr. F. E. Zemp was greeted and welcomed 
to the Society. With brief comments acknow- 
ledging his welcome, Dr. Zemp introduced Dr. 
J..M. Davis, our guest speaker for the even- 
ing. 

Dr. Davis presented a very interesting and 
instructive paper on “Cystitis.” 

The first interesting point mentioned was 
the fact one may have cystitis without any 
urinary findings except a frequency of micturi- 
tion. He stated it also was a condition that 
might be almost miraculously helped but not 
cured, It was mentioned that its etiology was 
unknown, there being a multiple list of pos- 
sible causes. 
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As to Pathology, there is noted only fibrosis 
of the areolar tissue with secondary vascular 
congestion. 

The diagnosis, it was said, is extremely easy, 
long duration of symptoms, frequency being 
the outstanding symptoms, diurnal and noctur- 
nal. Pain is present and frequently suprapubic 
in location. 

Cystoscopic examination in well defined cases 
shows the ulcer areas with fissuring. 

In differential diagnosis the most confusing 
element is tuberculous cystitis. Carcinoma and 
radium burn are not easily confused if throught 
of. 

As to treatment, there is no known cure, but 
methods of relief are offered. First form of 
treatment : 

(1) Distention of bladder under anesthetic. 

(2) Fulguration, but recurrence almost 
certain. 

(3) Small doses of neo-arsphenamine have 
been found somewhat valuable. 

Second form of treatment used on extreme 
cases : 

(1) Resection—not recommended general- 
ly. 

(2) Section of sacral nerves—not entirely 
satisfactory. 

(3) Ureteral transplantation. Not too dif- 
ficult to perform at present since sulfanila- 
mide is used to combat infection. An important 
notation was placed that in cases where this 
procedure was carried out, the fallopian tubes 
should be tied. 

In closing, Dr. Davis brought out the pre- 
valence of this condition among the general 
female population and the importance of look- 
ing out for the condition. 

In discussion Dr. West asked the signifi- 
cance of relief following transplantation of 
the ureters. Due to the uncertainty of etiology, 
etc., this could not be completely explained. 

Dr. Brunson briefly gave a case history of 
relief by pyridium in a case resembling this 
cystitis. 

Dr. Brunson then presented a paper on 
“Herpes Zoster as treated with sodium 
iodide.” The characteristics of the lesions were 
mentioned. Its etiology covered multiple possi- 
bilities, a confession as to its uncertainty as 
pertains to causative agents. 
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In the symptoms, it was mentioned that in 
majority of cases pain is the outstanding symp- 
tom, sometimes prohibiting any friction of 
clothing. 

In diagnosis, it was brought out that before 
the rash appears it may be difficult and even 
confused with angina. 

Treatment. First, relief of pain is prime 
factor. 

(1) Use of diphtheria antitoxin. 

(2) Use of thiamin chloride. 

(3) Use of pituitrin. 

(4) Use of sodium iodide intravenously— 
two grams every other day. Never more than 
four doses were necessary in a series observed. 

Three case reports were given, indicating 
satisfactory results. 

Drs. Zemp and Shaw commented on other 
forms of treatment. 

There being no further business the meeting 
adjourned. 

F. G. SHAW, Secretary. 


NEW HOSPITALS TO BE BUILT NEAR 
CHARLESTON 


In line with the general movement towards 
preparedness, two new hospitals are to be 
erected near Charleston. 

The new Naval Hospital at the Navy Yard, 
which is to have a capacity of 200 beds, is 
already under construction. It is to be of cinder 
block material with terraza floors and is of 
permanent construction, with provision for ex- 
pansion if necessary. The old hospital building 
will probably continue in use as a dispensary 
for the Navy Yard. 

Plans have been made for the construction 
of an Army Hospital on the Ashley River, 
about eight miles from Charleston. The build- 
ing is to begin soon and it is thought that the 
hospital will be completed within three months. 
This will be a general hospital which will serve 
the Carolinas, Georgia and possibly other 
areas and is to have 1,000 beds, with provi- 
sion for expansion to 2,000 or more if neces- 
sity arises. It will be of wooden construction 
with concrete foundation and metal roof and 
will cost probably in the neighborhood of 
$2,000,000. The general plan is that of a one- 
story building covering considerable space. It 
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Protein S.M.A. 


S.M.A. CORPORATION 


(acidulated) is a 
modified form of S.M.A., eer 

meet the special nutritiona “ 
‘of the premature wndernows 
; ished infant and for infants 
‘2s a high protein intake. 


8100 McCORMICK BOULEVARD 


The range of variation in the vita- 

min A content of market milks, 

both fresh and evaporated, is as great as 35% 
between Summer and Winter.’ 


S.M.A. is consistently high in vitamins every month 
of the year. Each quart of S.M.A., ready to feed, 
contains: 
10 mg. iron and ammonium citrate 
7500 international units of vitamin A activity 


200 international units of vitamin Bi 
400 international units of vitamin D 


Vitamin supplements, other than the customary orange juice 
feedings, are usually unnecessary. 


S.M.A. is specially prepared to help build strong, healthy babies. 
It provides easily digested fat, a protein that provides the amino acids 
essential for adequate nutrition and growth, and lactose as the sole 
carbohydrate proportioned to meet the nutritional requirements of 
the normal infant. 


Normal infants relish S.M.A. . . . digest it easily and thrive on it. 


1. Dornbush, A. C., Peterson, W. H., and Olson, F. R.: ‘‘The Carotene and Vitamin A 
Content of Market Milks.’’ J.A.M.A., May 4, 1940, pp. 1748-1751. 


“ “ 


*S.M.A., a trade mark of S.M.A. Corporation, for its brand of food espe- 
cially prepared for infant feeding—derived from tuberculin-tested cow's 
milk, the fat of which is replaced by animal and vegetable fats, includin; 
biologically tested cod liver oil; with the addition of milk sugar an 
potassium chloride; altogether forming an antirachitic food, When diluted 
according to directions, it is essentially similar to human milk in percentages 
of protein, fat. carbohydrate and ash, in chemical constants of the fat and 
physical properties. 


CHICAGO, ILLINOIS 
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is believed that the services of 100 doctors, 
200 nurses and miscellaneous help, amounting 
to a total of 750 people, will be required to 
staff this hospital. 


In addition to these facilities, there is a 
small hospital at the U. S. Quarantine Station 
on James Island which was constructed several 
vears ago, but has never been put into use. 


Inasmuch as the civilian hospitals of Charles- 
ton are generally in an over-crowded condition, 
the need for these buildings is very evident and 
in an emergency it will probably be necessary 
to do considerable expansion. 
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Dr. Thomas Parren, Surgeon General of the 
United States Public Health Service, says in the 
Southern Medical Journal of January, 1941: 

“From the newer scientific knowledge, it has 
become apparent that underlying all considerations 
of disease prevention and cure is the vitally im- 
portant matter of proper nutrition. We are begin- 
ning to learn how to feed for fitness. We are be- 
ginning to learn that many persons without clinical 
evidence of diseases are incompetent for the nation’s 
need and inadequate to meet their own problems 
because of various forms of malnutrition.” 


WANTED: Young doctor to take charge 
of my private country practice for six weeks 
or two months while doing post graduate 
work. Dr. C. A. Pinner, Peake, S. C. 


is indicated in the treatment 


SILVER PICRATE 
Wyeth. 


Silver Picrate is a definite crystalline 
compound of silver and picric acid. 
Available in the form of crystals and 
soluble trituration for the preparation 
of solutions; suppositories; water-sol- 
uble jelly; and powder for insufflation. 


Complete information mailed on request 


* JOHN WYETH & BROTHER, INCORPORATED x 


PHILADELPHIA, PA. 


Anteri. 
Neisseni, 
+ Vaginal; 
Vagina) Monitiag;, 


